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Is Vancomycin-Resistant Enterococcus faecium 
Normal Flora? 
Janet A. Eagan, RN; and Donald Armstrong, MD 
In the current issue of the International Journal of Infec- 
tious Diseases, Dr. Brian I? Currie and colleagues describe 
a rectal swab method of establishing the carriage rate of 
patients with vancomycin-resistant enterococci (VRE) in 
their 750-bed hospital in the Bronx, NewYork.They found 
6.2% of all patients were positive, with certain risk fac- 
tors increasing the incidence.The percentage of patients 
withVRE in the stool increased appreciably with the use 
of antibiotics for less than 5 days (31.2%) and was high- 
est for those receiving oral vancomycin, reaching 75%. 
Although the numbers were relatively low (12 patients 
in all on oral vancomycin), the possible implication is 
sobering. Do 75% of New Yorkers carry VRE that will be 
recoverable on culture if they receive oral vancomycin? 
Is VRE then part of normal flora? This study does not set- 
tle these questions, because the patients on oral van- 
comycin are surely a special group, having Clostridium 
difSiciZe colitis or receiving prophylactic oral vancomycin 
for special studies or procedures. Nevertheless, one third 
of patients receiving antibiotics were positive forVRE on 
rectal culture, and twice that number receiving parenteral 
vancomycin were carriers.These data suggest that, at least 
in selected New York hospitals, the majority of patients 
will carry VRE. The other possibility, that most or all of 
these patients became colonized after admission to the 
hospital, is highly unlikely. 
It is suggested that periodic rectal swab cultures are 
an effective method to detect the prevalence of van- 
comycin-resistant Enterococcus to guide infection con- 
trol activities that focus on high-risk patients and the 
environment. This surveillance is suggested in hospitals 
where VRE is not endemic, and it is pointed out that the 
costs outweigh the “futility” of intensive infection con- 
trol efforts in a hospital where VRE is already endemic. 
It follows then that ifVRE is isolated from clinical spec- 
imens there are carriers among patients in the hospital. 
In addition, if carriers are detected by this surveillance 
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method, the hospital infection control team can alert the 
rest of the staff, but they must also be prepared to “swing 
into action” when a cluster occurs, because clusters will 
occur.Although surveillance is an effective measure to 
identify reservoirs of VRE, the incidence of infections due 
to VRE is increasing, and strict infection control measures 
must be in place to be rapidly implemented when these 
organisms are identified.’ In fact, since the emergence of 
VRE, the increasing incidence has been dramatic. Data 
from the Centers for Disease Control (CDC) National 
Nosocomial Infections Surveillance (NNIS) system for the 
period January 1,1989, to March 31,1993, revealed a 20- 
fold increase in the percentage of enterococci that are 
resistant to vancomycin causing nosocomial infections.2 
It appears VRE has become endemic in many hospitals 
and is following a similar pattern to that of other multi- 
ply resistant organisms spread by the oral-fecal route.3 At 
this time it would be prudent to concentrate efforts on 
containment and prevention as well as identification of 
colonized patients in nonendemic hospitals. Perhaps it 
would be most efficient to consider all at risk for colo- 
nization with VRE. 
Prevention should be the primary goal, and the major 
effort must be toward restricting the use of antimicro- 
bial agents. Interventions should include basic infection 
control procedures, including CDC Standard Precautions.* 
These precautions include education and a procedure 
for evaluation of adherence to precautions: handwash- 
ing, the use of barriers such as gloves and gowns when 
handling body secretions and excretions, environmental 
cleaning, and appropriate handling of patient-care equip- 
ment. Basic cleanliness and hygiene of all patients cannot 
be overemphasized. Simple bathing techniques should 
be taught to patients and their families caring for them. 
If the patient is colonized this may help to prevent self- 
inoculation of wounds or catheters with the organism. 
When it is known that the patient has VRE or any other 
resistant organism, contact isolation should be utilized. 
This includes additional recommendations such as patient 
placement and cohorting of positive patients, transfer 
procedures that alert other institutions, and the use of 
barriers for patient contact. Surveillance must be in place 
to identify clusters or nosocomial transmission. 
In this time of shortened patient hospital stays, dimin- 
ishing resources, and at the same time, rapidly spreading 
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resistance patterns, it seems to be appropriate to use 
whatever resources we have to educate ourselves and 
our patients and their visitors to the benefits of basic 
hygiene and handwashing to prevent spread of most 
pathogens. 
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